DRAFT 7-13-12

ICD Operations Plan Cutline — Model 2 HN

Neighborhood
Administrative

. Model 2 (HN}

Health How will the Departments support formation of HNs?
Neighborhood
Assistance with e Focilitotion of re!atfonshi'ps by contractor
Formation s Distribution of template care coordination ngreements

o Distribution of anti-trust quidelines

e Use of central website hub/portal for communications with Departments and

- peers
s Drill down and distribution of data points: geographic incidence of MMEs by
population group, cluster analysis

Heaith Should we require co-Lead Agencies (medical end BH)?

What ore the requisites for Leadsr? '

. Structure

#»  Provider fype?

e Content expertise (e.g. experience with MME popuiations, medical/BH care
coordination, capacity fo address barriers that inhibit access to care, cultural
competency, disohility competency, competency in person-centeredness/

_dignitv of risk)

e Stoffing/credentials

e Solvency

e  Generative/connective capability (e.g. experience in connecting providers
across disciplines/networking, experience in connecting MMEs with other
providers) ' ‘

Should any entities have preferred status as Leads? On what basis? E.g.

s large primary care pfactfces

& Fiscal intermediaries

e Community-based organizotions

Shouid we gxclude any entities from serving as Leads?
s  DMHAS LMHAs?
* - Hospitals?
- o Nursing homes?
Will we require HNs to have a governing or advisory bodv? If so:

o Should we indicate requirements for composition (e.g. providers, consurmers)?

e Should we indicate reguirements for participatory decision-making concerning
operation of HN?

Health What are the key duties of the Leads? If there are co-Leads, how will duties be
Neighborhood aliocated as between medical and BH Leads? :
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Roles of Lead

Agencies 1} Administrative functions:
s infrastructuré: operating capital, manogement, information technology
e contracting
s management/oversight of care coordination provided by the nefwork
s complionce with Department requirements
e support for provider members: data sharing, use of evidence-based protoco!s,
cal
e performarice reporting
o gccountability for provider sfandurds {including terminction of non-
performing)
2) Fidueiary functions: distribution of APM Ii, performance payments
3) Content expertise/direct service
Wiil there be any limitations on the rofe of Leads?
s Wil Leads be conflicted from offering care coordination, direct FES and/or
supplemental services under the Demonstration?
= Wil Leads be bound by existing protocols (e.g. MFP)?
Are Leads permitted to sub-contract out for any of Lhese functions? If so, under what
clreumstances?
Health What is the minimum reguired set of medical, BH and LTSS providers? What is the
Nelghborhood required incidence of required providers relative to the number of participating
Provider MMES? ‘

Composition

s Primary care physicians (must define PCP! e. g mdepondent practitioners,
FQHCs, clinics) /PCMH practices
Specialists: list required (e.g. cardiologists, nephrologists, etc.)
Behavioral heaith providers: list required (e.g. psychiamsrs psycho.‘ogrsi"s
ete.)
LTSS providers: list required ( e.g. homemaker-companion, Gdu!t day care)
. Home heafth agencies
Hospitals ‘
Nursing facilities
Hospice providers
Pharmacists {must indicate the nature of the participation: are we eprofimg
individual pharmacists or pharmacies?)
" Dentists?
Transportation providers?

&

9

s‘acae

-

Will we reguire participation of any other types of providers? £.g.!

» Information & assistance/ADRC
. Contractors for supplemental services (e.g. pharmatists trained in meaication
theropy management [MTM] strategies, nutritionists/registered dieticians) .
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Wil we reguire participation of any specific providers? E.g.:

¢ Contractors for supplemental services (e.g. UConn School of Pharmacy MTM
providers, Yale School of Public Health trained fails prevention providers, etc.)
» Agencies on Aging '
o Centersfor Independent Living
e [MHAS
e Administration on Aging-funded chronic disease initiatives
¢ QOther?

Wili we indicate that participation other types of provider is, aithough not mandatary,
preferable? o

e Housing providers
e Volunteer progroms {2.g. friendly visiting)
e Bill payment/tax preparation assistance

What are the credentials/requisites for provider participation?

s Medicaid performing provider in good standing

s licensure/certification in good standing 7
s Good financial standing (define) and no bankruptcey filing

s Fte.? ' ' ‘

e Can non-Medicaid providers [e.g. I&A, housing organizations) participate?

- Will the Lead be responsible for identifying and compiling the list of ali Lead Care

Manogers for consumers? What.qualifications and training will we require for Lead -
Care Managers? Can alf providers that have appropriately credentialed staff offer
IcM?

Will the Lead be responsible for identifying and compiling the list of all providers of
supplernental services?

Health
Neighborhood
Financing
Model

HNs wiif receive advance payments for start-up. Will these be allocated directly to the
Leads? What are permissible uses for these funds?

Wiil Leads receive an administrative/overhead fee?‘ From what source (e.g. withhold
from APM Il payments)?

How will we make the APM il payments (e.g. to the Leads v. directly to providers that
offer ICM)? If we make the payments to Leads, how prescriptive will we be about how
the payments are distributed within the HN? Will these requirements/guidelines be
uniform across all HNs?

What are the rules of participation as between other shared savings initictives {e.q.
ASOs}? Can HN participating providers also participate in an ACG?

How will we make the performance payments (e.g. to the Leads v. directly to
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providers}? With respect to the Performance Payment Pool (Year 1}

®  What measures will we use to evaluate eligibifity for performonce payments?
o What level/benchmark of achisvement on these measures will gualify for o
performance payment? Will there be a minimum level of achievernent
required for each measure, or will measurement be cumulative? How will
" pavments be aliocated as between current yeor achievement and
Idmprovement over time? : ' '

With respect to the Quality Bonus Pool and Value Incentive Fool {Years 2 & 3):

«  What proportion of resources will be allocated to each?
s Will we continue to use the same quality méasures and means of qualifying
for payments? . '
e By whot method will shared sovings pevments be calculated (need much more
detail here)?

Enrellment and
Associated
Rights

What follows immediately below regarding possive enrcltment generally parcllels the
ACO Rute method of attribution. Are we comfortable with using this method?

MMEs who have received their primary care or behavioral health care from an HN

| parilcipating provider within the twelve months preceding Implernentation of the

Demonstration will be passively enroiled with that HN under Model 2. The

Department proposes to use a “step-wise” enroliment process under which the ASCs

witl: o : ‘

& first consider whether the individual has recefved care from a primary care
pfov'eder (inciuding a primary care physician, FOHC, clinic, or geriatrician <- s this
a complete set of what we mean by primary care provider?), and if so, enroll on
that basis;

¢ I not, next consider whether the individual has received care from a behavioral
hezlth care provider {including psychiatrist, psychologist or licansed clinical social
worker <- /s this o complete set of what we mean by behaviordl health care
provider?), and if so, enroll on that basis; and

¢ if not, next consider whether the individual has received care from a specialist
{including, but not limited to, a cardiclogist or a hephrologist <- should we identify
a specific list of specialists or consider this on g more individualized basis?) for one
or more chronic conditions, and if so, enroll on that basis.

Will there be an active process to try to affiliate individucis who are geographically
proximate to an HN by have no usual and customary source of primary care? Which
entity will be responsible for this? The ASOs? :

Will we continue to enroll new participants in HNs over time? Or will this be fimited in

time {e.g. to the first guarter of operation)?

| The ASQs will over the first six months of the Demonstration provide quarterly rosters

of enrollees to the HiNs. Further, the ASOs will establish protocols forsituations in
which individuals are moving from one primary care or behavioral health care
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provider to ancther (e.g. situgtions in which the Money Follows the Person project is

| assisting an MME in transitioning from a nursing facility to the community). What if o
beneficiary moves during the period of the Demonstration? Can s/he affiliate with o
participating PCP in another HN at a later point?

MME participants of Model 2 will recelve notice and a welcome packet from a neutral
enroliment broker that they have been passively enrolled in an HN. The notice will
disclose:

s the benefits of participation, including, but not limited to access to the
supplementa!l benefits that will be offered by HNs;

# the nature of information sharing that will cccur;

e the nature of any shared savings agreement in which the HN is participating; and

@« the right to opt out of participation in the HN,

The welcome packet will include such information as a list of provider membership in
the HN, a list of qualified Lead Care Managers, and a description of how to access the
supplemental benefits that will offered. Further, the weicome packet will inciude a
form asking the MME to identify his or her preferred Lead Care Manager. The MME
will be asked to return this form to the neutrat enrcliment broker, which will follow
up with the MME at specified intervals should the MME not respend. <- in light of .
CIS State Medicaid Director letter, must mdmare mu!tzpie means of contact and
frequency of same

Must add material here to indicate how ond gt what intervals the enroliment broker
will forward confirmation of enrofiments and identified Lead Care Managers

The Department will also partner with other recognized and trusted sources of
information & assistance to educate participants on the benefits and obligations of
Model 2; Examples of these include CHOICES {Connecticut’s State Health information
Program}, the Aging and Disability Resource Centers (ADRCs) and Infoline.

MME participants.of Model 2 retain the right to opt out of participation in an HN in
which they have been passively enrolied. if an MME chooses to-opt out, he or she
reverts to participation under Model 1. <-must indicate the means by which a
beneficiary will be informed of the implications of this decision, and of participation in
Model 1

if MME participants of Model 2 wish to opt out of information sharing for purposes of
the Demonstration, he or she reverts to participation under Model 1. <-must indicate
the means by which a beneficiary will be mformed of the implications of this decision,
and of participation in Mode! 1 :

Are all beneficiaries who participate in an HN required to identify a Lead Care
Manager? [f an individual does not identify'a Lead Care Manager, will there be a

process by which he or she is assigned to one?

MME participants of Model 2 retain free choice of provider, regardless of whether a




DRAFT 7-13-12

provider frorn which the MME wishes to receive sarvice is participating in tha HN,

ICM/Care
Coordination

As described above, MIMEs who are enrolled in an HN will be informed of the right to
and will have the opportunity to select 2 Lead Care Manager of choice from among
the network of participating HN providers. This Lead Care Manager will serve as the
single point of contact for that beneficiary.

Will we require HN Lead Care Managers to conduct an initial assessment of all HN
participants? Or, as indicated below, [imit assessment to those who strotify at highest
levels of need through predictive modeling? -

Under Model 2, the HN Lead Agencies will receive monthly reports from the ASOs
identifying MMEs who have been determined through predictive modeling to be high
risk and in need of ICM. <- must add detail on predictive modeling method fe.q.
criterla for stratification, levels of need The Lead Agencies will be responsible for
directing these reports to the appropriate Lead Care Managers.

All MMEs who are identified as in need of ICM, either through the predictive
modeling approach described above or through seif or provider referral, will be
contacted <- mustindicate time frame for and protocol Jor Initial contoct and follow-
up by their identified Lead Care Managers to determine whether the MME wishes to
participate in ICM. If the MME agrees, the Lead Care Manager will:

1) conduct a comprehensive, in-person, home-based assessment of the MME's
needs and preferences with the MME and his/her preferred representatives
using an electronic care plan instrument and communication tools specifically
sdapted for this purpose <- must determine whether to require use of a
standard assessment {e.g. ASC assessment tool), or to give HNs the iatitude to
design their own based on an identified set of domains and data points; must
determine where the completed assessment js housed and by whom; must
determine the means by which other providers can access the care plan;

2) identify any existing sources of care coordination (e.g. Medicaid HCBS waiver
care coordinator, behavioral health care coordinator, Community Living
Arrangement care coordination for individuals with intellectua] disabilities,
Money Follows the Persan transition coordinators, dental ASQ care
cocrdinaters, PCMH care coordinators) <- must identify how the Lead Care
Manager interocts with other sources of care coordination,

3) prepare and request the MME's review and approval of a care plan;

4) - convene any and all relevant HN providers (inciuding sources of care
coordination) and sources of informal support (e.g. famity caregivers,
volunteers) in a multi-disciplinary, team-based appreach to impiementing the
care plan, including potential use of the HN supplemental services; and

5) in partnership with the MME implement the care plan <- must expand to

~include detail on many aspects of ongoing care coordination, including, but
not limited ta: the frequency and nature of contacts with the MME, the
requency with which the care plon is updated, requirements for chronic
disease self-management education, requirements for use of supplementel
services, role of Lead Care Manager in transitions between care settings
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MMEs whe are not identified as in need of ICM through predictive modeling may self-
refer far this service, and/or may identify the need for assistance from their Lead Care
Manager with care coordination activities including, but not limited to, refarrals to
medical, behavioral health, long-term services and supports and/or community-based *
services.

Provision of
Services/
Strategies for
Integration of
Services and
Supprorts_

Under Model 2, MMEs will.continue to have access to the full range of Medicaid fee-
for-service funded services and supports, including, but not limited to, medical,
behavioral health, therapies, pharmacy, dental, transportation, and durable medical
equipment. Further, MIMEs wili remain affiliated with any Medicare Part D plan in
which they have enrofled.

Model 2 will include PCMH-participating primary care practices, which have obtained
NCQA medical home recognition. Features of PCVIH practices that wili support the

' goals of the Demonstration concerning care outcomes and address access barriers

that have historically resulted in unnecessary use by MMEs of the ED include
enhanced office hours, non face-to-face means of connecting with patients, practice-
based medical care coordination, and use of electronic health records.,

PCMH and other practices will receive learning collaborative training in topics
including, but not limited to:

s applied practice of person-centeredness;

e disability cuiture;

s strategies for engaging with individuals with SM! and intellectual disabilities; and
s connecting with the range of non-medical services and supports.

-Addition'a!%y, Model 2 will feature a number of supplemental services: Each HN will be

required to identify the means through which it will offer the following to MMEs:

- chronic iliness self-management education
- fall prevention :

{ - . nutrition counseling

- medication management services.
~ other services to be determined, potentially inciuding peer support and recovery
assistant services

The ASOs will support the HNs-in achieveng goals related to integration of Medicars
and Medicaid services and supports:

1} The ASCs will enable HN providers to access portals through which providers
can view utilization data on their panels of MME patients. <- must identify
means through which this will occur

2} The ASQs will provide technical assistance to PCMH participating primary care
practices that are HN members to enhance their capac;ty to provide timely,
person-centered support to MME patients.
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fiember
Services

Under Modef 2, an MME's identified Lead Care Manager will act as his or her point of

contact for all of the issues identifiad at ieft and will either 1) support the MME
directly, e.g. with a referral to social services supports; and/or 2) liaise with the ASG
call center in support of an MMEs need for information on benefits, referral to a
specialist and/or registering a complaint or grievance,

As is described in the Beneficiary Protections section, Connecticut wiil seek in
parinership with CMS to Implement 2 unifled grievance and appeal process as
between Medicare and Medicaid, to streamline and universalize the process for
MMEs. < must expand this section to include all aspects oddressed by Beneficiary
Protections section of application '




